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learning specificity theory essentially states that practice should, as
much as possible, approach real-life scenarios to obtain optimal
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There is currently no agreement on a common national sim-
ulation core curriculum and, as a result, numerous new curricula
have been introduced. Very few external audits or validation have
been carried out, so programs have been free to teach in a very
unstructured fashion. Vascular surgery is distinguished by being a
low-volume/high-complexity specialty, in which rigorous assess-
ment of technical skill is vital. This becomes even more important
as we start looking at the surgical experience of trainees beyond the
“log book.” Schanzer et al1 recently showed that the overall trend
in volume of open procedures has actually remained fairly constant.
It is therefore imperative that instructors in surgery continue to
spend adequate time teaching open surgical skills, and it should be
evident that a clear appreciation of anatomy is an integral part of
this. I commend Dr Mitchell and colleagues for having the vision
to develop a structured program to teach vascular anatomy. The
work presented by the authors is a unique body of work performed
to evaluate the utility of cadavers as a teaching tool for advanced
vascular exposures. We have previously presented our vision of
what a vascular surgery curriculum should include and agree that
cadavers would serve as a useful adjunct to teach anatomy.2 This
stems from the high level of fidelity the cadaver model provides,
which has previously been shown to be of great importance. Theearning,3 and although cadavers do not have flow, they still
rovide a high level of face validity. Support for this is further
rovided in a prior study by Reed et al,4 in which trainees univer-
ally found a cadaver laboratory on surgical exposure of great value.
n another study, it was found that surgical residents demonstrated
ignificant improvement in confidence, knowledge, and reduction
n anxiety after a vascular anatomy course.5
The cadaver model is not without its flaws, it is an expensive
ool, it has the potential for carrying pathogens, it does not have
idespread availability, and carries ethical and moral issues with its
se. In our experience, we agree with the authors that fresh frozen
adavers are preferred over formalin fixed cadavers as tissue planes
nd tissue consistency are maintained, which are important ele-
ents in maintaining face validity of the model.
The work presented has several issues. For one, it does not
nswer whether these courses are adequate to provide long-term
etention of skills; this is a particularly important point as the
xposures covered are not ones that are commonly seen in the
ractice of routine vascular surgery. As a result, the trainees cannot
epend on reinforcement in the operating room for these cases.
ontinued assessment could be provided by online instruction
sing learningmanagement systems; this option was not evaluated.
urthermore, although the focus of the article was on less com-
only exposed vasculature, I feel it may be of greater benefit to
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exposures, such as exposure of the tibial arteries, as trainees con-
tinue to find these troublesome. Trainees are more likely to have
positive reinforcement in the operating room on these cases, and
this may allow for further assessment of the true value of a struc-
tured anatomy course.
One major flaw in this article, as I see it, is that the authors use
operator confidence as evidence for ability. Pandey et al6 have
previously shown that trainees’ self-assessment and expert opinion
rarely coincide and that, in fact, trainees tend to overestimate their
abilities. This further supports the need for continued reinforce-
ment of skills and knowledge acquired during structured courses.
Examinations for anatomic exposures, using cadavers, have
previously been performed, but in great part abandoned in favor of
synthetic models, due to the difficulty in standardization.7 I believe
this article takes a significant step toward dismissing that thought as
the authors were able to provide a very standardized assessment
using a checklist method. Although the course provided wasmeant
to be instructional, further works should include assessment of
technical ability such as objective structured assessment of techni-
cal skills. Adding a global assessment would give the reader a
greater appreciation for the trainees’ abilities and likely provide
construct validity for the tool.3
I hope to see more work in this area from Dr Mitchell and
colleagues as they are poised to make a great and much needed
impact in vascular surgery education. I think they make a very
strong argument for incorporating cadaveric work into the vascular
surgery curriculum.EFERENCES
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